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Skilled nursing services shall be evaluated based on the complexity of the service and the condition
of the patient.

Private duty nursing for persons aged 21 and over is not a covered service.  See subrule 78.9(10) for
guidelines for private duty nursing for persons aged 20 or under.

78.9(4) Physical therapy services.  Payment shall be made for physical therapy services when the
services relate directly to an active written treatment plan, follow a treatment plan established by the
physician after any needed consultation with the qualified physical therapist, are reasonable and neces-
sary to the treatment of the patient’s illness or injury, and meet the guidelines defined for restorative,
maintenance, or trial therapy as set forth in subrule 78.19(1), paragraphs “a”  and “b.”

For physical therapy services, the treatment plan shall additionally reflect goals, modalities of treat-
ment, date of onset of conditions being treated, restorative potential, and progress notes.

78.9(5) Occupational therapy services.  Payment shall be made for occupational therapy services
when the services relate directly to an active written treatment plan, follow a treatment plan established
by the physician, are reasonable and necessary to the treatment of the patient’s illness or injury, and
meet the guidelines defined for restorative, maintenance, or trial therapy as set forth in subrule
78.19(1), paragraphs “a”  and “c.”

For occupational therapy services, the treatment plan shall additionally reflect goals, modalities of
treatment, date of onset of conditions being treated, restorative potential, and progress notes.

78.9(6) Speech therapy services.  Payment shall be made for speech therapy services when the ser-
vices relate directly to an active written treatment plan, follow a treatment plan established by the phy-
sician, are reasonable and necessary to the treatment of the patient’s illness or injury, and meet the
guidelines defined for restorative, maintenance, or trial therapy as set forth in subrule 78.19(1), para-
graphs “a”  and “d.”

For speech therapy services, the treatment plan shall additionally reflect goals, modalities of treat-
ment, date of onset of conditions being treated, restorative potential, and progress notes.

78.9(7) Home health aide services.  Payment shall be made for unskilled services provided by a
home health aide if the following conditions are met:

a. The service as well as the frequency and duration are stated in a written plan of treatment estab-
lished by a physician.  The home health agency is encouraged to collaborate with the recipient, or in the
case of a child with the child’s caregiver, in the development and implementation of the plan of treat-
ment.

b. The recipient requires personal care services as determined by a registered nurse or other ap-
propriate therapist.  The services shall be given under the supervision of a registered nurse, physical,
speech, or occupational therapist and the registered nurse or therapist shall assign the aide who will
provide the care.

c. Services shall be provided on an intermittent basis.  “Intermittent basis” for home health
agency services is defined as services that are usually two to three times a week for two to three hours at
a time.  Services provided for four to seven days per week, not to exceed 28 hours per week, when
ordered by a physician and included in a plan of care shall be allowed as intermittent services.  In-
creased services provided when medically necessary due to unusual circumstances on a short-term ba-
sis of two to three weeks may also be allowed as intermittent services when the home health agency
documents the need for the excessive time required for home health aide services.

Home health aide daily care may be provided for persons employed or attending school whose dis-
abling conditions require the persons to be assisted with morning and evening activities of daily living
in order to support their independent living.
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Personal care services include the activities of daily living, e.g., helping the recipient to bathe, get in
and out of bed, care for hair and teeth, exercise, and take medications specifically ordered by the physi-
cian, but ordinarily self-administered, and retraining the recipient in necessary self-help skills.

Certain household services may be performed by the aide in order to prevent or postpone the recipi-
ent’s institutionalization when the primary need of the recipient for home health aide services fur-
nished is for personal care.  If household services are incidental and do not substantially increase the
time spent by the aide in the home, the entire visit is considered a covered service.  Domestic or house-
keeping services which are not related to patient care are not a covered service if personal care is not
rendered during the visit.

For home health aide services, the treatment plan shall additionally reflect the number of hours per
visit and the living arrangement of the recipient, e.g., lives alone or with family.

78.9(8) Medical social services.
a. Payment shall be made for medical social work services when all of the following conditions

are met and the problems are not responding to medical treatment and there does not appear to be a
medical reason for the lack of response.  The services:

(1) Are reasonable and necessary to the treatment of a recipient’s illness or injury.
(2) Contribute meaningfully to the treatment of the recipient’s condition.
(3) Are under the direction of a physician.
(4) Are provided by or under the supervision of a qualified medical or psychiatric social worker.
(5) Address social problems that are impeding the recipient’s recovery.
b. Medical social services directed toward minimizing the problems an illness may create for the

recipient and family, e.g., encouraging them to air their concerns and providing them with reassurance,
are not considered reasonable and necessary to the treatment of the patient’s illness or injury.

78.9(9) Home health agency care for maternity patients and children.  The intent of home health
agency services for maternity patients and children shall be to provide services when the recipients are
unable to receive the care outside of their home and require home health care due to a high-risk factor.
Routine prenatal, postpartum, or child health care is a covered service in a physician’s office or clinic
and, therefore, is not covered by Medicaid when provided by a home health agency.

Treatment plans for maternity patients and children shall identify the potential risk factors, the med-
ical factor or symptom which verifies the child is at risk, the reason the recipient is unable to obtain care
outside of the home, and the medically related task of the home health agency.  If the home health
agency is assisting the family to cope with socioeconomic and medical problems, the plan of care shall
indicate the involvement of the department’s county office and document that the department and the
home health agency have agreed that services are in the best interest of the child and are needed to
supplement the intervention of the department social worker.

The plan of treatment shall document along with the high-risk factors, the diagnosis, specific ser-
vices and goals, and the medical necessity for the services to be rendered.  A single high-risk factor
does not provide sufficient documentation of the need for services.

a. The following list of potential high-risk factors may indicate a need for home health services to
prenatal maternity patients:

(1) Aged 16 or under.
(2) First pregnancy for a woman aged 35 or over.
(3) Previous history of prenatal complications such as fetal death, eclampsia, C-section delivery,

psychosis, or diabetes.
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(4) Current prenatal problems such as hypertensive disorders of pregnancy, diabetes, cardiac dis-
ease, sickle cell anemia, low hemoglobin, mental illness, or drug or alcohol abuse.

(5) Sociocultural or ethnic problems such as language barriers, lack of family support, insufficient
dietary practices, history of child abuse or neglect, or single mother.

(6) Preexisting disabilities such as sensory deficits, or mental or physical disabilities.
(7) Second pregnancy in 12 months.
(8) Death of a close family member or significant other within the previous year.
b. The following list of potential high-risk factors may indicate a need for home health services to

postpartum maternity patients:
(1) Aged 16 or under.
(2) First pregnancy for a woman aged 35 or over.
(3) Major postpartum complications such as severe hemorrhage, eclampsia, or C-section delivery.
(4) Preexisting mental or physical disabilities such as deaf, blind, hemaplegic, activity-limiting

disease, sickle cell anemia, uncontrolled hypertension, uncontrolled diabetes, mental illness, or mental
retardation.

(5) Drug or alcohol abuse.
(6) Symptoms of postpartum psychosis.
(7) Special sociocultural or ethnic problems such as lack of job, family problems, single mother,

lack of support system, or history of child abuse or neglect.
(8) Demonstrated disturbance in maternal and infant bonding.
(9) Discharge or release from hospital against medical advice before 36 hours postpartum.
(10) Insufficient antepartum care by history.
(11) Multiple births.
(12) Nonhospital delivery.
c. The following list of potential high-risk factors may indicate a need for home health services to

infants:
(1) Birth weight of five pounds or under or over ten pounds.
(2) History of severe respiratory distress.
(3) Major congenital anomalies such as neonatal complications which necessitate planning for

long-term follow-up such as postsurgical care, poor prognosis, home stimulation activities, or periodic
development evaluation.

(4) Disabling birth injuries.
(5) Extended hospitalization and separation from other family members.
(6) Genetic disorders, such as Down’s syndrome, and phenylketonuria or other metabolic condi-

tions that may lead to mental retardation.
(7) Noted parental rejection or indifference toward baby such as never visiting or calling the hos-

pital about the baby’s condition during the infant’s extended stay.
(8) Family sociocultural or ethnic problems such as low education level or lack of knowledge of

child care.
(9) Discharge or release against medical advice before 36 hours of age.
(10) Nutrition or feeding problems.
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d. The following list of potential high-risk factors may indicate a need for home health services to
preschool or school-age children:

(1) Child or sibling victim of child abuse or neglect.
(2) Mental retardation or other physical disabilities necessitating long-term follow-up or major

readjustments in family lifestyle.
(3) Failure to complete the basic series of immunizations by 18 months, or boosters by 6 years.
(4) Chronic illness such as asthma, cardiac, respiratory or renal disease, diabetes, cystic fibrosis,

or muscular dystrophy.
(5) Malignancies such as leukemia or carcinoma.
(6) Severe injuries necessitating treatment or rehabilitation.
(7) Disruption in family or peer relationships.
(8) Suspected developmental delay.
(9) Nutritional deficiencies.
78.9(10) Private duty nursing or personal care services for persons aged 20 and under.  Payment

for private duty nursing or personal care services for persons aged 20 and under shall be approved if
determined to be medically necessary.  Payment shall be made on an hourly unit of service.

a. Definitions.
(1) Private duty nursing services are those services which are provided by a registered nurse or a

licensed practical nurse under the direction of the recipient’s physician to a recipient in the recipient’s
place of residence or outside the recipient’s residence, when normal life activities take the recipient
outside the place of residence.  Place of residence does not include nursing facilities, intermediate care
facilities for the mentally retarded, or hospitals.

Services shall be provided according to a written plan of care authorized by a licensed physician.
The home health agency is encouraged to collaborate with the recipient, or in the case of a child with
the child’s caregiver, in the development and implementation of the plan of treatment.  These services
shall exceed intermittent guidelines as defined in subrule 78.9(3).  Private duty nursing and personal
care services shall be inclusive of all home health agency services personally provided to the recipient.
Enhanced payment under the interim fee schedule shall be made available for services to children who
are technology dependent, i.e., ventilator dependent or whose medical condition is so unstable as to
otherwise require intensive care in a hospital.

Private duty nursing or personal care services do not include:
1. Respite care, which is a temporary intermission or period of rest for the caregiver.
2. Nurse supervision services including chart review, case discussion or scheduling by a regis-

tered nurse.
3. Services provided to other members of the recipient’s household.
4. Services requiring prior authorization that are provided without regard to the prior authoriza-

tion process.
5. Transportation services.
6. Homework assistance.
(2) Personal care services are those services provided by a home health aide or certified nurse’s

aide and which are delegated and supervised by a registered nurse under the direction of the recipient’s
physician to a recipient in the recipient’s place of residence or outside the recipient’s residence, when
normal life activities take the recipient outside the place of residence.  Place of residence does not in-
clude nursing facilities, intermediate care facilities for the mentally retarded, or hospitals.  Payment for
personal care services for persons aged 20 and under that exceed intermittent guidelines may be ap-
proved if determined to be medically necessary as defined in subrule 78.9(7).  These services shall be in
accordance with the recipient’s plan of care and authorized by a physician.  The home health agency is
encouraged to collaborate with the recipient, or in the case of a child with the child’s caregiver, in the
development and implementation of the plan of treatment.
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Medical necessity means the service is reasonably calculated to prevent, diagnose, correct, cure,
alleviate or prevent the worsening of conditions that endanger life, cause pain, result in illness or infir-
mity, threaten to cause or aggravate a disability or chronic illness, and no other equally effective course
of treatment is available or suitable for the recipient requesting a service.

b. Requirements.
(1) Private duty nursing or personal care services shall be ordered in writing by a physician as evi-

denced by the physician’s signature on the plan of care.
(2) Private duty nursing or personal care services shall be authorized by the department or the de-

partment’s designated review agent prior to payment.
(3) Prior authorization shall be requested at the time of initial submission of the plan of care or at

any time the plan of care is substantially amended and shall be renewed with the department or the
department’s designated review agent.  Initial request for and request for renewal of prior authorization
shall be submitted to the department’s designated review agent.  The provider of the service is responsi-
ble for requesting prior authorization and for obtaining renewal of prior authorization.

The request for prior authorization shall include a nursing assessment, the plan of care, and support-
ing documentation.  The request for prior authorization shall include all items previously identified as
required treatment plan information and shall further include:  any planned surgical interventions and
projected time frame; information regarding caregiver’s desire to become involved in the recipient’s
care, to adhere to program objectives, to work toward treatment plan goals, and to work toward maxi-
mum independence; and identify the types and service delivery levels of all other services to the recipi-
ent whether or not the services are reimbursable by Medicaid.  Providers shall indicate the expected
number of private duty nursing RN hours, private duty nursing LPN hours, or home health aide hours
per day, the number of days per week, and the number of weeks or months of service per discipline.  If
the recipient is currently hospitalized, the projected date of discharge shall be included.

Prior authorization approvals shall not be granted for treatment plans that exceed 16 hours of home
health agency services per day.  (Cross-reference 78.28(9))

78.9(11) Vaccines.  Home health agencies which wish to administer vaccines which are available
through the vaccines for children program to Medicaid recipients shall enroll in the vaccines for chil-
dren program.  In lieu of payment, vaccines available through the vaccines for children program shall
be accessed from the department of public health for Medicaid recipients.  Home health agencies may
provide vaccines for children clinics and be reimbursed for vaccine administration to provide vaccines
for children program vaccines to Medicaid children in other than the home setting.

This rule is intended to implement Iowa Code section 249A.4.

441—78.10(249A)  Durable medical equipment (DME), prosthetic devices and sickroom sup-
plies.

78.10(1) General payment requirements.  Payment will be made for items of DME, prosthetic de-
vices and sickroom supplies, subject to the following general requirements and the requirements of
subrule 78.10(2), 78.10(3), or 78.10(4), as applicable:

a. DME, prosthetic devices, and sickroom supplies must be required by the recipient because of
the recipient’s medical condition.
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b. The item shall be necessary and reasonable either for the treatment of an illness or injury, or to
improve the functioning of a malformed body member.  Determination will be made by the Iowa Med-
icaid enterprise medical services unit.

(1) An item is necessary when it can be expected to make a meaningful contribution to the treat-
ment of a specific illness or injury or to the improvement in function of a malformed body member.

(2) Although an item may be necessary, it must also be a reasonable expenditure for the Medicaid
program.  The following considerations enter into the determination of reasonableness:  Whether the
expense of the item to the program would be clearly disproportionate to the therapeutic benefits which
could ordinarily be derived from use of the item; whether the item would be substantially more costly
than a medically appropriate and realistically feasible alternative pattern of care; and whether the item
serves essentially the same purpose as an item already available to the beneficiary.

c. A physician’s (doctor of medicine, osteopathy, or podiatry), physician assistant’s, or advanced
registered nurse practitioner’s prescription is required to establish medical necessity.  The prescription
shall state the diagnosis, prognosis, and length of time the item is to be required.

For items requiring prior approval, a request shall include a physician’s, physician assistant’s, or
advanced registered nurse practitioner’s written order or prescription and sufficient medical documen-
tation to permit an independent conclusion that the requirements for the equipment or device are met
and the item is medically necessary and reasonable.  A request for prior approval is made on Form
470-0829, Request for Prior Authorization.  See rule 441—78.28(249A) for prior approval require-
ments.

d. Nonmedical items will not be covered.  These include but are not limited to:
(1) Physical fitness equipment, e.g., an exercycle, weights.
(2) First-aid or precautionary-type equipment, e.g., preset portable oxygen units.
(3) Self-help devices, e.g., safety grab bars, raised toilet seats.
(4) Training equipment, e.g., speech teaching machines, braille training texts.
(5) Equipment used for environmental control or to enhance the environmental setting, e.g., room

heaters, air conditioners, humidifiers, dehumidifiers, and electric air cleaners.
(6) Equipment which basically serves comfort or convenience functions, or is primarily for the

convenience of a person caring for the patient, e.g., elevators, stairway elevators and posture chairs.
e. The amount payable is based on the least expensive item which meets the patient’s medical

needs.  Payment will not be approved for duplicate items.
f. Consideration will be given to rental or purchase based on the price of the item and the length

of time it would be required.  The decision on rental or purchase shall be made by the Iowa Medicaid
enterprise, and be based on the most reasonable method to provide the equipment.

(1) The provider shall monitor rental payments up to 150 percent of the purchase price.  At the
point that total rent paid equals 150 percent of the purchase allowance, the recipient will be considered
to own the item and no further rental payments will be made to the provider.

(2) Payment may be made for the purchase of an item even though rental payments may have been
made for prior months.  The rental of the equipment may be necessary for a period of time to establish
that it will meet the identified need before the purchase of the equipment.  When a decision is made to
purchase after renting an item, all of the rental payments will be applied to the purchase allowance.

(3) EXCEPTION:  Ventilators will be maintained on a rental basis for the duration of use.
g. Payment may be made for necessary repair, maintenance, and supplies for recipient-owned

equipment.  No payment may be made for repairs, maintenance, or supplies when the recipient is rent-
ing the item.

h. Replacement of recipient-owned equipment is covered in cases of loss or irreparable damage
or when required because of a change in the patient’s condition.

i. No allowance will be made for delivery, freight, postage, or other provider operating expenses
for DME, prosthetic devices or sickroom supplies.
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78.10(2) Durable medical equipment.  DME is equipment which can withstand repeated use, is
primarily and customarily used to serve a medical purpose, is generally not useful to a person in the
absence of an illness or injury, and is appropriate for use in the home.

a. Durable medical equipment will not be provided in a hospital, nursing facility, or intermediate
care facility for the mentally retarded except when a Medicaid-eligible resident of a nursing facility
medically needs oxygen for 12 or more hours per day for at least 30 days or more.  Medicaid will pro-
vide payment to medical equipment and supply dealers to provide oxygen services in a nursing facility
when all of the following requirements and conditions have been met:

(1) A physician’s, physician assistant’s, or advanced registered nurse practitioner’s prescription
documents that a resident of a nursing facility requires oxygen for 12 hours or more per day and the
provider and physician, physician assistant, or advanced registered nurse practitioner jointly submit
Certificate of Medical Necessity, Form CMS-484, from Medicare or a reasonable facsimile to the Iowa
Medicaid enterprise with the monthly billing.  The documentation submitted must contain the follow-
ing:

1. The number of hours oxygen is required per day;
2. The diagnosis of the disease requiring continuous oxygen, prognosis, and length of time the

oxygen will be needed;
3. The oxygen flow rate and concentration; the type of system ordered, i.e., cylinder gas, liquid

gas, or concentrator;
4. A specific estimate of the frequency and duration of use; and
5. The initial reading on the time meter clock on each concentrator, where applicable.
Oxygen prescribed “PRN” or “as necessary” is not allowed.
(2) The maximum Medicaid payment shall be based on the least costly method of oxygen delivery.
(3) Medicaid payment shall be made for the rental of equipment only.  All accessories and dispos-

able supplies related to the oxygen delivery system, servicing and repairing of equipment are included
in the Medicaid payment.

(4) Oxygen logs must be maintained by the provider.  When random postpayment review of these
logs indicates less than an average of 12 hours per day of oxygen was provided over a 30-day period,
recoupment of the overpayment may occur.

(5) Payment will be made for only one mode of oxygen even if the physician’s, physician assis-
tant’s, or advanced registered nurse practitioner’s prescription allows for multiple modes of delivery.

(6) Payment will not be made for oxygen that is not documented according to department of in-
spections and appeals 481—subrule 58.21(8).

b. Only the following types of durable medical equipment can be covered through the Medicaid
program:

Alternating pressure pump.
Bedpan.
Blood pressure cuffs.
Cane.
Cardiorespiratory monitor (rental and supplies).
Commode.
Commode pail.
Crutches.
Decubitus equipment.
Dialysis equipment.
Diaphragm (contraceptive device).
Enclosed bed.  See 78.10(2)“d”  for prior authorization requirements.
Enuresis alarm system (bed-wetting alarm device) for recipients five years of age or older.
Hospital bed.
Hospital bed accessories.
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Inhalation equipment.
Insulin infusion pump.  See 78.10(2)“d”  for prior authorization requirements.
Lymphedema pump.
Neuromuscular stimulator.
Oximeter.
Oxygen, subject to the limitations in 78.10(2)“a”  and 78.10(2)“c.”
Patient lift (Hoyer).
Phototherapy bilirubin light.
Pressure unit.
Protective helmet.
Respirator.
Resuscitator bags and pressure gauge.
Seat lift chair.
Suction machine.
Traction equipment.
Urinal (portable).
Vaporizer.
Ventilator.
Vest airway clearance system.  See 78.10(2)“d”  for prior authorization requirements.
Walker.
Wheelchair—standard and adaptive.
Whirlpool bath.
c. Coverage of home oxygen equipment and oxygen will be considered reasonable and neces-

sary only for recipients with significant hypoxemia, as shown by medical documentation.  The physi-
cian’s, physician assistant’s, or advanced registered nurse practitioner’s prescription shall document
that other forms of treatment have been tried and have not been successful, and that oxygen therapy is
required.

(1) To identify the medical necessity for oxygen therapy, the supplier and a physician, physician
assistant, or advanced registered nurse practitioner shall jointly submit Medicare Form B-7401, Physi-
cian’s Certification for Durable Medical Equipment, or a reasonable facsimile.  The following infor-
mation is required:

1. A diagnosis of the disease requiring home use of oxygen;
2. The oxygen flow rate and concentration;
3. The type of system ordered, i.e., cylinder gas, liquid gas, or concentrator;
4. A specific estimate of the frequency and duration of use; and
5. The initial reading on the time meter clock on each concentrator, where applicable.
Oxygen prescribed “PRN” or “as necessary” is not allowed.
(2) If the patient’s condition or need for oxygen services changes, the attending physician, physi-

cian assistant, or advanced registered nurse practitioner must adjust the documentation accordingly.
(3) A second oxygen system is not covered by Medicaid when used as a backup for oxygen con-

centrators or as a standby in case of emergency.  Recipients may be provided with a portable oxygen
system to complement a stationary oxygen system, or to be used by itself, with documentation from the
physician (doctor of medicine or osteopathy), physician assistant, or advanced registered nurse practi-
tioner of the medical necessity for portable oxygen for specific activities.

(4) Payment for concentrators shall be made only on a rental basis.
(5) All accessories, disposable supplies, servicing, and repairing of concentrators are included in

the monthly Medicaid payment for concentrators.
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d. Prior authorization is required for the following medical equipment and supplies (Cross-
reference 78.28(1)):

(1) Enclosed beds.  Payment for an enclosed bed will be approved when prescribed for a patient
who meets all of the following conditions:

1. The patient has a diagnosis-related cognitive or communication impairment that results in risk
to safety.

2. The patient’s mobility puts the patient at risk for injury.
3. The patient has suffered injuries when getting out of bed.
4. The patient has had a successful trial with an enclosed bed.
(2) External insulin infusion pumps.  Payment will be approved according to Medicare coverage

criteria.
(3) Vest airway clearance systems.  Payment will be approved for a vest airway clearance system

when prescribed by a pulmonologist for a patient with a diagnosis of a lung disorder if all of the follow-
ing conditions are met:

1. Pulmonary function tests for the 12 months before the initiation of the vest demonstrate an
overall significant decrease of lung function.

2. The patient resides in an independent living situation or has a medical condition that precludes
the caregiver from administering traditional chest physiotherapy.

3. Treatment by flutter device failed or is contraindicated.
4. Treatment by intrapulmonary percussive ventilation failed or is contraindicated.
5. All other less costly alternatives have been tried.
78.10(3) Prosthetic devices.  Prosthetic devices mean replacement, corrective, or supportive de-

vices prescribed by a physician (doctor of medicine, osteopathy or podiatry), physician assistant, or
advanced registered nurse practitioner within the scope of practice as defined by state law to artificially
replace a missing portion of the body, prevent or correct a physical deformity or malfunction, or sup-
port a weak or deformed portion of the body.  This does not require a determination that there is no
possibility that the patient’s condition may improve sometime in the future.

a. Prosthetic devices are not covered when dispensed to a patient prior to the time the patient un-
dergoes a procedure which will make necessary the use of the device.

b. Only the following types of prosthetic devices shall be covered through the Medicaid program:
Artificial eyes.
Artificial limbs.
Augmentative communications systems which are provided for persons unable to communicate

their basic needs through oral speech or manual sign language.  Payment will be made for the most
cost-effective item which meets basic communication needs commensurate with the person’s cogni-
tive and language abilities.  See 78.10(3)“c”  for prior approval requirements.

Enteral delivery supplies and products.  See 78.10(3)“c”  for prior approval requirements.
Hearing aids.  See rule 441—78.14(249A).
Oral nutritional supplementation.  See 78.10(3)“c”  for prior approval requirements.
Orthotic devices.
Ostomy appliances.
Parenteral delivery supplies and products.  Daily parenteral nutrition therapy is considered neces-

sary and reasonable for a recipient with severe pathology of the alimentary tract which does not allow
absorption of sufficient nutrients to maintain weight and strength commensurate with the recipient’s
general condition.

Prosthetic shoes.  See rule 441—78.15(249A).
Tracheotomy tubes.
Vibrotactile aids.  Vibrotactile aids are payable only once in a four-year period unless the original

aid is broken beyond repair or lost.  (Cross-reference 78.28(8))
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c. Prior approval is required for the following prosthetic devices:
(1) Augmentative communication systems.  Form 470-2145, Augmentative Communication Sys-

tem Selection, completed by a speech pathologist and a physician’s, physician assistant’s, or advanced
registered nurse practitioner’s prescription for a particular device shall be submitted to the Iowa Med-
icaid enterprise medical services unit to request prior approval.  Information requested on the prior
approval form includes a medical history, diagnosis, and prognosis completed by a physician, physi-
cian assistant, or advanced registered nurse practitioner.  In addition, a speech or language pathologist
needs to describe current functional abilities in the following areas:  communication skills, motor sta-
tus, sensory status, cognitive status, social and emotional status, and language status.  Also needed
from the speech or language pathologist is information on educational ability and needs, vocational
potential, anticipated duration of need, prognosis regarding oral communication skills, prognosis with
a particular device, and recommendations.  The department’s consultants with expertise in speech
pathology will evaluate the prior approval requests and make recommendations to the department.
(Cross-reference 78.28(1)“c” )

(2) Enteral products and enteral delivery pumps and supplies.  Daily enteral nutrition therapy shall
be approved as medically necessary only for a recipient who either has a metabolic or digestive disor-
der that prevents the recipient from obtaining the necessary nutritional value from usual foods in any
form and cannot be managed by avoidance of certain food products or has a severe pathology of the
body that does not allow ingestion or absorption of sufficient nutrients from regular food to maintain
weight and strength commensurate with the recipient’s general condition.

A request for prior approval shall include a physician’s, physician assistant’s, or advanced regis-
tered nurse practitioner’s written order or prescription and documentation to establish the medical
necessity for enteral products and enteral delivery pumps and supplies pursuant to the above standards.
The documentation shall include:

1. A statement of the recipient’s total medical condition that includes a description of the recipi-
ent’s metabolic or digestive disorder or pathology.

2. Documentation of the medical necessity for commercially prepared products.  The information
submitted must identify other methods attempted to support the recipient’s nutritional status and indicate
that the recipient’s nutritional needs were not or could not be met by regular food in pureed form.

3. Documentation of the medical necessity for an enteral pump, if the request includes an enteral
pump.  The information submitted must identify the medical reasons for not using a gravity feeding set.

Examples of conditions that will not justify approval of enteral nutrition therapy are:  weight-loss
diets, wired-shut jaws, diabetic diets, milk or food allergies (unless the recipient is under five years of
age and coverage through the Women, Infant and Children’s program is not available), and the use of
enteral products for convenience reasons when regular food in pureed form would meet the medical
need of the recipient.

Basis of payment for nutritional therapy supplies shall be the least expensive method of delivery
that is reasonable and medically necessary based on the documentation submitted.

(3) Oral supplementation of a regular diet shall be approved as medically necessary only when the
recipient is not able to ingest or absorb sufficient nutrients from regular food due to a metabolic, diges-
tive, or psychological disorder or pathology, to the extent that supplementation is necessary to provide
51 percent or more of the daily caloric intake.

A request for prior approval shall include a physician’s, physician assistant’s, or advanced regis-
tered nurse practitioner’s written order or prescription and documentation to establish the medical
necessity for oral supplementation pursuant to these standards.  The documentation shall include:

1. A statement of the recipient’s total medical condition that includes a description of the recipi-
ent’s metabolic, digestive, or psychological disorder or pathology.

2. Documentation of the medical necessity for commercially prepared products.  The information
submitted must identify other methods attempted to support the recipient’s nutritional status and indicate
that the recipient’s nutritional needs were not or could not be met by regular food in pureed form.
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3. Documentation to support the fact that regular foods will not provide sufficient nutritional val-
ue to the recipient.

Examples of conditions that will not justify approval of oral supplementation are:  weight-loss diets,
wired-shut jaws, diabetic diets, milk or food allergies (unless the recipient is under five years of age and
coverage through the Women, Infant and Children’s program is not available), supplementation to
boost calorie or protein intake by less than 51 percent of the daily intake, and the absence of severe
pathology of the body or psychological pathology or disorder.

78.10(4) Sickroom supplies.  Sickroom supplies are nondurable items consumed in the process of
giving medical care, for example, nebulizers, gauze, bandages, sterile pads, adhesive tape, and sterile
absorbent cotton.  Sickroom supplies are payable for a specific medicinal purpose.  This does not in-
clude food or drugs.  Sickroom supplies are not to be dispensed at any one time for quantities exceeding
a three-month supply.

a. Only the following types of sickroom supplies, and supplies necessary for the effective use of a
payable item, can be purchased through the medical assistance program:

Catheter (indwelling Foley).
Colostomy and ileostomy appliances.
Colostomy and ileostomy care dressings, liquid adhesive, and adhesive tape.
Diabetic supplies (needles and syringes, blood glucose test strips and diabetic urine test supplies).
Dialysis supplies.
Diapers (for recipients aged four and above).
Disposable catheterization trays or sets (sterile).
Disposable irrigation trays or sets (sterile).
Disposable saline enemas (e.g., sodium phosphate type).
Disposable underpads.
Dressings.
Elastic antiembolism support stocking.
Enema.
Hearing aid batteries.
Respirator supplies.
Surgical supplies.
Urinary collection supplies.
b. Only the following types of sickroom supplies will be approved for payment for recipients re-

ceiving care in a nursing facility or an intermediate care facility for the mentally retarded when pre-
scribed by the physician, physician assistant, or advanced registered nurse practitioner:

Catheter (indwelling Foley).
Colostomy and ileostomy appliances.
Colostomy and ileostomy care dressings, liquid adhesive and adhesive tape.
Diabetic supplies (needles and syringes, blood glucose test strips and diabetic urine test supplies).
Disposable catheterization trays or sets (sterile).
Disposable irrigation trays or sets (sterile).
Disposable saline enemas (e.g., sodium phosphate type).
This rule is intended to implement Iowa Code sections 249A.3, 249A.4 and 249A.12.

441—78.11(249A)  Ambulance service.  Payment will be approved for ambulance service if it is re-
quired by the recipient’s condition and the recipient is transported to the nearest hospital with appropri-
ate facilities or to one in the same locality, from one hospital to another, to the patient’s home or to a
nursing facility.  Payment for ambulance service to the nearest hospital for outpatient service will be
approved only for emergency treatment.  Ambulance service must be medically necessary and not
merely for the convenience of the patient.
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78.11(1) Partial payment may be made when an individual is transported beyond the destinations
specified, and is limited to the amount that would have been paid had the individual been transported to
the nearest institution with appropriate facilities.  When transportation is to the patient’s home, partial
payment is limited to the amount that would have been paid from the nearest institution with appropri-
ate facilities.  When a recipient who is a resident of a nursing care facility is hospitalized and later dis-
charged from the hospital, payment will be made for the trip to the nursing care facility where the recip-
ient resides even though it may not in fact be the nearest nursing care facility.

78.11(2) The Iowa Medicaid enterprise medical services unit shall determine that the ambulance
transportation was medically necessary and that the condition of the patient precluded any other meth-
od of transportation.  Payment can be made without the physician’s confirmation when:

a. The individual is admitted as a hospital inpatient or in an emergency situation.
b. Previous information on file relating to the patient’s condition clearly indicates ambulance ser-

vice was necessary.
78.11(3) When a patient is transferred from one nursing home to another because of the closing of a

facility or from a nursing home to a custodial home because the recipient no longer requires nursing
care, the conditions of medical necessity and the distance requirements shall not be applicable.  Ap-
proval for transfer shall be made by the local office of the department of human services prior to the
transfer.  When such a transfer is made, the following rate schedule shall apply:

One patient - normal allowance
Two patients - 3/4 normal allowance per patient
Three patients - 2/3 normal allowance per patient
Four patients - 5/8 normal allowance per patient
78.11(4) Transportation of hospital inpatients.  When an ambulance service provides transport of a

hospital inpatient to a provider and returns the recipient to the same hospital (the recipient continuing
to be an inpatient of the hospital), the ambulance service shall bill the hospital for reimbursement as the
hospital’s DRG reimbursement system includes all costs associated with providing inpatient services
as stated in 79.1(5)“j.”

78.11(5) In the event that more than one ambulance service is called to provide ground ambulance
transport, payment shall be made only to one ambulance company.  When a paramedic from one ambu-
lance service joins a ground ambulance company already in transport, coverage is not available for the
services and supplies provided by the paramedic.

This rule is intended to implement Iowa Code section 249A.4.

441—78.12(249A)  Remedial services.  Payment will be made for remedial services not otherwise
covered under this chapter that are designed to minimize or, if possible, eliminate the symptoms or
causes of a psychological disorder, subject to the limitations in this rule.

78.12(1) Covered services.  Medicaid covers the following remedial services:
a. Community psychiatric supportive treatment, which offers intensive interventions to modify

psychological, behavioral, emotional, cognitive, and social factors affecting a member’s functioning
when less intensive remedial services do not meet the member’s needs.

(1) Interventions must focus on the member’s remedial needs to minimize or eliminate psycho-
logical barriers to a member’s ability to effectively manage symptoms associated with a psychological
disorder in an age-appropriate manner.

(2) Interventions may assist the member in skills such as conflict resolution, problem solving, so-
cial skills, interpersonal relationship skills, and communication.

(3) Community psychiatric supportive treatment is covered only for Medicaid members who are
aged 20 or under.

(4) Community psychiatric supportive treatment is not intended for members in congregate care.
(5) Community psychiatric supportive treatment is not intended to be provided in a group.
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b. Crisis intervention to de-escalate situations in which a risk to self, others, or property exists.
(1) Services shall assist a member to regain self-control and reestablish effective management of

behavioral symptoms associated with a psychological disorder in an age-appropriate manner.
(2) Crisis intervention is covered only for Medicaid members who are aged 20 or under and shall

be provided as outlined in a written treatment plan.
c. Health or behavior intervention, used to modify the psychological, behavioral, emotional,

cognitive, and social factors affecting a member’s functioning.
(1) Interventions may address the following skills for effective functioning with family, peers, and

community:  conflict resolution skills, problem-solving skills, social skills, interpersonal relationship
skills, and communication skills.

(2) The purpose of intervention shall be to minimize or eliminate psychological barriers to the
member’s ability to effectively manage symptoms associated with a psychological disorder in an age-
appropriate manner.

(3) Health or behavior intervention is covered only for Medicaid members aged 20 or under.
d. Rehabilitation program, which consists of interventions to enhance a member’s independent

living, social, and communication skills; to minimize or eliminate psychological barriers to a mem-
ber’s ability to effectively manage symptoms associated with a psychological disorder; and to maxi-
mize the member’s ability to live and participate in the community.

(1) Interventions may address the following skills for effective functioning with family, peers, and
community:  communication skills, conflict resolution skills, problem-solving skills, social skills, in-
terpersonal relationship skills, and employment-related skills.

(2) Rehabilitation program services are covered only for Medicaid members who are aged 18 or
over.

e. Skills training and development, which consists of interventions to enhance independent liv-
ing, social, and communication skills; to minimize or eliminate psychological barriers to a member’s
ability to effectively manage symptoms associated with a psychological disorder; and to maximize a
member’s ability to live and participate in the community.

(1) Interventions may include the following skills for effective functioning with family, peers, and
community:  communication skills, conflict resolution skills, problem-solving skills, social skills, in-
terpersonal relationship skills, and employment-related skills.

(2) Skills training and development services are covered only for Medicaid members aged 18 or
over.

78.12(2) Excluded services.  Services that are habilitative in nature are not covered as remedial ser-
vices.  For purposes of this subrule, “habilitative services” means services that are designed to assist
individuals in acquiring skills that they never had, as well as associated training to acquire self-help,
socialization, and adaptive skills necessary to reside successfully in a home or community setting.

78.12(3) Coverage requirements.  Medicaid covers remedial services only when the following
conditions are met:

a. A licensed practitioner of the healing arts acting within the practitioner’s scope of practice un-
der state law has diagnosed the member with a psychological disorder.  For example, licensed practi-
tioners of the healing arts include physicians (M.D. or D.O.), advanced registered nurse practitioners
(ARNP), psychologists (Ph.D. or Psy.D.), independent social workers (LISW), marital and family
therapists (LMFT), and mental health counselors (LMHC).  For purposes of this rule, the licensed prac-
titioner of the healing arts must be:

(1) Enrolled in the Iowa Plan pursuant to 441—Chapter 88, Division IV; and
(2) Qualified to provide clinical assessment services under the Iowa Plan pursuant to 441—

Chapter 88, Division IV (Current Procedural Terminology code 90801).
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b. The licensed practitioner of the healing arts has recommended the remedial services as part of a
plan of treatment designed to treat the member’s psychological disorder.  Diagnosis and treatment plan
development provided in connection with this rule for members enrolled in the Iowa Plan are covered
services under the Iowa Plan pursuant to 441— Chapter 88, Division IV.

c. The remedial services provider has prepared a written remedial services implementation plan
that has been approved by:

(1) The member or the member’s parent or guardian; and
(2) The medical services unit of the Iowa Medicaid enterprise.
78.12(4) Approval of plan.  The remedial services provider shall submit the treatment plan and the

remedial services implementation plan to the Iowa Medicaid enterprise (IME) medical services unit
for approval before providing the services.

a. Initial plan.  The IME medical services unit shall approve the provider’s initial remedial ser-
vices implementation plan if:

(1) The plan conforms to the medical necessity requirements in subrule 78.12(3);
(2) The plan is consistent with the written diagnosis and treatment recommendations made by the

licensed practitioner of the healing arts;
(3) The plan is sufficient in amount, duration, and scope to reasonably achieve its purpose;
(4) The provider can demonstrate that the provider possesses the skills and resources necessary to

implement the plan, as required in rule 441—77.12(249A);
(5) The plan does not exceed six months’ duration; and
(6) The plan requires that written progress notes be submitted no less often than every six weeks to

the IME medical services unit.
b. Subsequent plans.  The IME medical services unit may approve a subsequent remedial ser-

vices implementation plan according to the conditions in paragraph “a”  if the services are recom-
mended by a licensed practitioner of the healing arts who has:

(1) Reexamined the member;
(2) Reviewed the original diagnosis and treatment plan; and
(3) Evaluated the member’s progress.
c. Quality review.  The IME medical services unit will establish a quality review process.  Re-

views will evaluate:
(1) The time elapsed from referral to remedial plan development;
(2) The continuity of treatment;
(3) The affiliation of the licensed practitioner of the healing arts with the remedial services provid-

er;
(4) Gaps in service;
(5) The results achieved; and
(6) Member satisfaction.
78.12(5) Medical necessity.  Nothing in this rule shall be deemed to exempt coverage of remedial

services from the requirement that services be medically necessary.  “Medically necessary” means that
the service is:

a. Consistent with the diagnosis and treatment of the member’s condition;
b. Required to meet the medical needs of the member and is needed for reasons other than the

convenience of the member or the member’s caregiver;
c. The least costly type of service that can reasonably meet the medical needs of the member; and
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d. In accordance with the standards of good medical practice.  The standards of good practice for
each field of medical and remedial care covered by the Iowa Medicaid program are those standards of
good practice identified by:

(1) Knowledgeable Iowa clinicians practicing or teaching in the field; and
(2) The professional literature regarding best practices in the field.
This rule is intended to implement Iowa Code section 249A.4 and 2006 Iowa Acts, House File 2734,

section 10, subsection 11.

441—78.13(249A)  Transportation to receive medical care.  Payment will be approved for trans-
portation to receive services covered under the program only to the nearest institution or practitioner
having appropriate facilities for care of the recipient when the following conditions are met.

78.13(1) The source of the care is located outside the city limits of the community in which the
recipient resides; or

78.13(2) The recipient resides in a rural area and must travel to a city to receive necessary care; and
78.13(3) The type of care is not available in the community in which the recipient resides, or the

recipient has been referred by the attending physician to a specialist in another community; and
78.13(4) There is no resource available to the recipient through which necessary transportation

might be secured free of charge.
78.13(5) Transportation may be of any type and may be provided from any source.
a. Effective November 1, 2005, when transportation is by car, the maximum payment that may be

made will be the actual charge made by the provider for transportation to and from the source of medi-
cal care, but not in excess of 30 cents per mile.
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